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SYNOPSIS

In 1998, community leaders prompted members of the Black and Hispanic
Congressional Caucuses to urge President Clinton to declare HIV/AIDS a crisis
in the African American and Latino communities; their advocacy resulted in the
formation of the Minority AIDS Initiative. As part of this initiative, the Center
for Substance Abuse Prevention (CSAP) of the Substance Abuse and Mental
Health Services Agency funded the Substance Abuse and HIV Prevention Youth
and Women of Color Initiative (CSAP Initiative). The CSAP Initiative is the first
major federal effort to develop community-based integrated HIV and substance
abuse prevention approaches targeting racial/ethnic populations that have
been disproportionately impacted by HIV/AIDS. This article describes the
current state of HIV prevention research involving racial/ethnic minority popula-
tions and the current status of the CSAP Initiative. The data collected through
the CSAP Initiative, implemented by 47 community organizations, will help to
fill the existing knowledge gap about how to best prevent HIV in these com-
munities. This data collection effort is an unparalleled opportunity to learn
about risk and protective factors, including contextual factors, that are critical
to the prevention of HIV/AIDS in African American, Latino, and other racial/
ethnic minority communities but that are often not investigated.

aBouve College of Health Sciences, Northeastern University, Boston, MA
bBoston University School of Public Health, Boston, MA
cJSI Research & Training Institute, Boston, MA
dSubstance Abuse and Mental Health Services Administration, Rockville, MD

Address correspondence to Hortensia Amaro, PhD, Northeastern University, Stearns Hall, Suite 503, Rm. 529, 360 Huntington Ave.,
Boston, MA 02115; tel. 617-373-7601; fax 617-373-7309; e-mail <h.amaro@neu.edu>.

This article was co-authored by Lucille Norville Perez, MD, in her private capacity. No official support or endorsement by the Center for
Substance Abuse Prevention, Substance Abuse and Mental Health Services Administration, is intended or should be inferred.

© 2001 Association of Schools of Public Health



Racial/Ethnic Disparities in the HIV and Substance Abuse Epidemics � 435

Public Health Reports / September–October 2001 / Volume 116

Despite recent trends demonstrating a reduction in
HIV seroconversion rates among certain groups in the
United States, the Centers for Disease Control and
Prevention (CDC) reports that HIV/AIDS rates among
racial/ethnic minority groups remain disproportion-
ately high.1 Although racial/ethnic minority popula-
tions represent only 30.9% of the US population,2

61.4% of people in the US living with AIDS in 1999
were members of racial/ethnic minority groups. Blacks
and Latinos in particular have been devastated by this
epidemic; while blacks and Latinos each represent
approximately 12.5% of the US population,2 40.6% of
AIDS patients in the US were black in 1999 and 19.7%
were Latino.1

The bleak HIV/AIDS epidemiological profile of mi-
nority communities spurred a contingent of 33 commu-
nity leaders, under the leadership of Benny Primm,
MD, to write to the Honorable Louis Stokes (D-OH),
the ranking minority member of the House Appropria-
tions Committee and Chair of the Congressional Black
Caucus Health Braintrust. The expert testimonies given
by Dr. Primm and his colleagues at the spring 1998
meeting of the Health Braintrust prompted members
of both the Black and Hispanic Congressional Cau-
cuses to urge President Clinton to declare HIV/AIDS
“a particularly severe and ongoing crisis in the African
American and Latino communities and in other com-
munities of color,” which resulted in a $156 million FY
1999 appropriation for the Minority AIDS Initiative.

This article describes the current status of one of the
programs funded under the Minority AIDS Initiative,
the Substance Abuse and HIV Prevention Youth and
Women of Color Initiative (CSAP Initiative). Funded by
the Center for Substance Abuse Prevention (CSAP) of
the Substance Abuse and Mental Health Services Ad-
ministration (SAMHSA), this program represents the
largest effort to date to develop and test the effective-
ness and efficiency of community-based integrated HIV
and substance abuse prevention interventions in racial/
ethnic minority communities. Two unique aspects of
the CSAP Initiative are its focus on (a) addressing drug
use–related HIV risk and (b) substance use and HIV
prevention among racial/ethnic minority women and
young people, populations neglected in many previous
efforts.

To describe the needs addressed by the CSAP Ini-
tiative, this article will: first, present the epidemiology
of HIV and substance abuse in racial/ethnic minority
populations; second, summarize what is known from
HIV prevention research about HIV risk and resil-
iency factors among and prevention efforts directed
toward racial/ethnic minority women and young
people; third, describe the Initiative’s history and fo-

cus and the research information that it is expected to
generate; finally, discuss the implications of the CSAP
Initiative and its potential utility as a model for other
public health programs.

EPIDEMIOLOGY: AIDS AND SUBSTANCE ABUSE
IN RACIAL/ETHNIC MINORITY COMMUNITIES

National surveillance data demonstrate the dispropor-
tionate impact HIV/AIDS has had on racial/ethnic
minority women and young people. Black and Latina
women have been particularly hard hit by the epidemic.
Although Blacks and Hispanics each account for 12.5%
of the US population,2 81.1% of adult/adolescent fe-
males newly diagnosed with AIDS in 1999 were black or
Latina (63.4% were black, and 17.7% Latina).1 Of adult/
adolescent females newly diagnosed with AIDS in 1999,
17.4% were white.1 AIDS incidence data from 1999 also
indicate that while adult/adolescent women represented
fewer than one-fourth (24.1%) of newly diagnosed AIDS
cases, more than one-third of women newly diagnosed
with AIDS (37.4%) were younger than age 25.1 Among
both males and females, many become infected with
the virus at an early age; 12.8% of men and 15.1% of
women diagnosed with AIDS in the US by June 2000
were age 29 or younger,1 indicating that for many
seroconversion was likely to have occurred in adoles-
cence. Further, analysis of AIDS deaths by race/ethnicity
and age at death reveals that blacks and Latinos were
twice as likely as whites to have died by age 29 through
June 2000.1

Data from SAMHSA also reveal the racial/ethnic
disparity in the US substance abuse epidemic. Find-
ings from the 1999 Household Survey of Drug Abuse
demonstrate that current illicit drug use rates are
higher among blacks (7.7%), Native Americans/Alas-
kan Natives (10.6%), and bi/multiracial Americans
(11.5%) than among white Americans (6.6%), with
these same minority populations reporting greater
needs for drug treatment.3 Similarly, alcohol abuse is
higher among racial/ethnic minority groups, with
Mexican Americans reporting the highest rates of heavy
alcohol use (6.9%) and Native Americans (5.6%) and
Mexican Americans (5.6%) reporting the highest rates
of alcohol dependence.3 Drug-related morbidity and
mortality also disproportionately affect racial/ethnic
minorities; in 1999, 44.1% of drug episode cases in
emergency departments were among non-whites,
among whom 24.0% were black.4 Medical examiner
data on drug-related deaths in 1999 reveal similar
findings: 39.6% of decedents were non-white, and
25.9% of non-white decedents were black.5

While substance abuse problems continue in mi-
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nority communities, access to drugs appears to be fa-
cilitated while access to early intervention is less likely.
Recent Household Survey of Drug Abuse data reveal
that, while blacks, Native Americans, and Latino ado-
lescents were each twice as likely as whites to report
having been approached by someone selling drugs in
the past year, white adolescents were more likely to
have received alcohol or drug education at school.3

As with the HIV epidemic, while the numbers of
substance abuse cases may be greatest among men,
the substance abuse epidemic heavily affects minority
adolescents and women. Household Survey of Drug
Abuse data show that although substance use among
adolescents declined from 1998 to 1999, more than 10
million adolescents ages 12–20 had used alcohol in
the past year; of these, 6.8 million reported being
binge drinkers and 2.1 million met the criteria for
heavy drinkers.3 More than one-fourth (27.6%) of ado-
lescents ages 12–17 reported “ever use” of illicit drugs,
with 10.9% reporting illicit drug use in the past month.
While males were more likely to report alcohol and
illicit drug use, among 12- to 17-year-olds, males and
females had comparable rates of current alcohol use
(19.2% of males and 18.1% of females). And while
substance use was generally low among pregnant
women ages 15–44 years (3.4% reported illicit drug
use in the past month, and 3.4% reported binge drink-
ing in the past month), younger pregnant women
(ages 15–17) were most likely to report substance use
during pregnancy.3

The similarity in HIV and substance use/abuse epi-
demiologic trends for racial/ethnic minority women
and adolescents is not surprising, as numerous studies
reveal that substance use greatly affects HIV risk.6–15 Yet,
to date, few programs have been evaluated that address
both substance use and HIV for women or adolescents.
The majority of HIV prevention studies with substance
users/abusers have focused primarily on adult males
and injection drug users. However, women and adoles-
cents are more likely to become infected with HIV via
sexual contact than via injection drug use,1 and injec-
tion drug use is considerably less common than other
drug use among both groups. Substances such as alco-
hol and crack or cocaine, which are more commonly
used by women and adolescents than other drugs,3 con-
tinue to be ignored by the majority of HIV prevention
programs for adolescents and women.

HIV RISK FACTORS

HIV risk factors for minority women
According to the published literature, sexual risk-tak-
ing behaviors such as non-use of condoms, recent and

past sexually transmitted disease (STD), multiple
partnering, and sex with high-risk partners (i.e., those
who have extra-relationship female or male sex part-
ners and/or engage in injection drug use and/or are
HIV-positive and/or have had a known history of STDs)
are more common among black and Latina women
who are heterosexual, young, unmarried, and/or low-
income.16–21 Research also shows that individual-level
cognitive-behavioral factors are related to sexual risk-
taking for both female adults and adolescents.16,22–28

These factors include safer sex behavioral intention,
sexual self-efficacy, positive attitudes toward condoms,
and higher HIV risk perceptions.

Dyadic relationship factors also impact women’s
sexual risk. Numerous studies reveal that women in
monogamous relationships have lower HIV risk per-
ceptions and are less likely to use condoms.29–33 Fur-
ther, ethnic minority women report that it is difficult
to start condom use once the sexual relationship with-
out condoms has already started.34 African American
adult and adolescent females reported in a study by
Fullilove et al. that they view a true relationship as
characterized by deep trust, which means trust your
partner and do not use condoms.10 For teens in this
same study, this involved even greater risk, as “respect-
able” sexual behavior for that age group meant staying
faithful even when the partner was not.

Even in situations in which the woman would like
to use condoms, it may not be possible if the male
partner is unwilling.35,36 Studies show that male willing-
ness to use condoms is predictive of condom use.18

This appears to be especially important in relation-
ships characterized by abuse of women by male part-
ners. Studies show that women in abusive relation-
ships are significantly less likely to use condoms (see
Amaro and Raj 200037 and Heise et al. 199938 for re-
views) and significantly more likely to have had an
STD.39

In addition to abuse in current relationships,
women’s histories of physical and sexual abuse impact
their HIV risk. Women with such childhood or adult
abuse histories are more likely to engage in the sex
trade, have multiple partners, engage in casual sex,
become pregnant during adolescence, choose a high-
risk partner, and abuse substances, including injection
drugs.40–45 These findings clearly demonstrate how sub-
stance abuse, violence against women, and HIV risk
interact to harm women and adolescent girls.

Substance use, and especially abuse of alcohol and
crack cocaine, has only recently begun to be addressed
as a primary risk factor for women’s HIV acquisition
via heterosexual contact, and researchers have yet to
focus on assessing these links among adolescent girls.
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Although one recent clinic study with adult women
found that illicit drug and alcohol use in itself did not
usually result in unsafe or undesired sexual behavior,46

most research indicates that illicit substance abuse in-
creases women’s risk for HIV.7–14 However, limited data
are available on the relationship between ethnic mi-
nority women’s alcohol use and their subsequent sexual
risk behavior. The only published study assessing this
issue for racial/ethnic minority women in the US found
that African American women reporting excessive al-
cohol use (�20 days/month of use) were significantly
less likely to use condoms in their sexual relationships.27

In contrast, numerous studies on the relationship
between crack use and sexual risk-taking have focused
on women. A qualitative study with African American
women and adolescents found that the impact of crack
use on HIV risk is an important issue for young
women.10 Raj et al. found in their assessment of HIV-
related risk factors and behaviors among African Ameri-
can substance users and non–substance users that
multiple partnering and STD histories were highest
among female crack users, compared with alcohol/
marijuana users and non-drug users.12 This same study
also revealed that inconsistency between condom in-
tentions and condom use was highest among female
crack users, indicating that these women wanted to
use condoms but were unable to effectively use them
at every experience of intercourse. Schwarcz et al.14

and DeHovitz et al.7 showed similar relationships be-
tween substance use and current STDs among black
and Latina women Other studies revealed similar
findings when assessing the relationship between crack
use and HIV seroprevalence.8,11 These studies suggest
that high STD and HIV rates among female crack
users are directly related to trading sex for drugs, and
all of these issues—crack use, sexual risk, and sex
trade—are related to conditions of poverty and home-
lessness.9,11 Little research to date has been done on
other non-injecting drugs such as snorted heroin and
methamphetamines; the injection drug use literature
on women primarily focuses on women with drug-
injecting partners.

Clearly, HIV prevention programs for racial/ethnic
minority women and adolescent girls must address
both the individual and the dyadic relationship to
better meet the needs of these populations. Both the
individual and relationship needs of these women and
girls are clearly shaped by the issues of violence against
women and substance abuse. Tailoring programs for
these populations will mean addressing all of these
issues simultaneously, and making interventions devel-
opmentally appropriate to meet the needs of women
across the lifecycle.

HIV risk factors for minority adolescent males
There is a paucity of literature on HIV prevention
among African American and Latino adolescent males.
Therefore, much of our understanding of this popula-
tion must rely heavily on inferences made from re-
search with African American and Latino adult men
and diverse racial/ethnic populations of adolescents.
The lack of studies of these populations may be due to
the fact that AIDS incidence rates are lower for adoles-
cent males than for adolescent females.1 However, adult
males show much higher AIDS incidence rates than
adult females,1 indicating that early adolescence may
be an important time to intervene with males. Further,
substance use rates are considerably higher among
male adolescents than among female adolescents,3 and
research shows that substance-using adolescents and
young adults report higher-risk sexual behavior than
those who do not use substances.6,13,15,47 As among ado-
lescent females, sexual risk-taking is high among ado-
lescent males.13,48 In addition, research reveals that
individual and dyadic risk factors including safer sex
self-efficacy, attitudes toward condoms, safer sex inten-
tions, risk perceptions, engaging in casual relation-
ships, and partner approval of condoms are also asso-
ciated with sexual risk-taking among adolescent
males.13,48 For African American male as well as female
adolescents, family protective factors also appear to
reduce risk-taking,49 while lack of protective factors
appears to have the opposite effect. Kang et al. found
in a study of incarcerated youth that young men whose
parents and peers used drugs were more likely to en-
gage in crack use, and crack use was related to higher
sexual risk-taking.50

Incarcerated males appear to have high rates of
both substance abuse and HIV risk behavior. Robles et
al. found in a Latino male sample that incarceration
was associated with chronic drug use and positive HIV
serostatus.51 Morris et al. found that incarcerated ado-
lescents reporting recent alcohol use were more likely
to report a greater number of sex partners, pregnancy,
and sexually transmitted diseases than those who did
not recently use alcohol.52 Magura et al. found low
rates of self-reported condom use among incarcerated
adolescent males and very high rates of substance use,
with approximately 50% reporting crack use.48 Kang
et al.’s study with incarcerated adolescent males also
found that sexual risk-taking and substance abuse risk
are not only related to each other but also positively
related to other behavioral measures, including arrest
records and school dropout rates.50 Their study, as
well as others with homeless/runaway and school popu-
lations44,47 have found that substance abuse was associ-
ated with history of sexual abuse and/or physical abuse,
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both of which were also related to greater sexual risk-
taking. Among male crack users and prison inmates,
sexual activity with male partners often occurs among
those who may not otherwise identify as gay or bi-
sexual. This is an important issue to consider, as there
is a paucity of research on African American adoles-
cent males who have sex with males, while a large
proportion of young African American men who have
AIDS contracted the virus through sexual contact with
an infected male partner.1 The research again demon-
strates the need for multilevel approaches to address
risk for individuals in context, accounting for current
and past experiences.

While much of the above-cited research assumes
male-female partnership, HIV exposure data for ado-
lescent males indicate that the majority were exposed
to the virus during sexual contact with an infected
male partner.1 HIV risk behaviors may be particularly
high among adolescent males because general risk-
taking is high.52,53 Rotheram-Borus et al., in a study
with African American and Latino gay and bisexual
adolescent males, found that a major HIV risk factor
for these young men was engaging in prostitution.53

Results from the Massachusetts Youth Risk Behavior
Survey reveal that gay and bisexual youth not only
initiate sexual and substance use behaviors at an ear-
lier age than other young people; they also maintain
these risk behaviors at a higher level.54

Much of our understanding of the relationship be-
tween substance use and HIV risk among minority
adolescent males is based solely on research with Afri-
can American adolescents, as the field has ignored
other racial/ethnic minority adolescent groups. Stud-
ies with young African American men reveal that those
who use crack are more likely than those not using
crack to report multiple partnering55,56 and non-use of
condoms,57 which are known HIV risk factors.58 Afri-
can American males who smoke crack are also more
likely to engage in injection drug use59 as well as more
likely to engage in sex with injection drug users.56

They also report being more likely to engage in sex
trade for drugs or money9,55,56 and more likely to en-
gage in unprotected sex during sex trade.59 In addi-
tion, among incarcerated adolescent males, crack us-
ers are more likely to report having engaged in anal
sex and frequent sex with female partners.50 These
findings indicate a strong relationship between crack
use and HIV risk among African American males.

Gender issues also impact HIV risk for African
American adolescents, for both females and males who
have sex with females. A recent qualitative study re-
vealed that African American male adolescents re-
ported feeling at risk from women due to their gen-

eral distrust of women.60 These young men expressed
distrust of women, who might want to become preg-
nant or intentionally infect them with HIV. At the
same time, these African American male adolescents
reported feeling that if a partner asks to use condoms,
it is a sign that she is infected or does not trust him.
Studies with African American adult males revealing
similar findings indicate that safer sex attitudes and
behavior of men may begin during adolescence.61

Whitehead suggests that African American men’s
investment in gender roles stems from their lack of
sociopolitical and economic power in society.61 Accord-
ing to Whitehead, these issues have heightened since
the introduction of crack use in inner-city communi-
ties.61 In the 1980s, as economic power diminished in
lower-income African American communities, drug use
and violence increased. While crack sales, as well as the
sale of other drugs, provided economic power, African
Americans were disproportionately imprisoned on drug-
related charges. Overall the literature reveals that for
adolescent males, individual and dyadic factors may
place them at risk for HIV infection. However, situ-
ational factors, such as lack of family involvement and
substance use/abuse, and structural issues, such as lack
of economic opportunities and high incarceration rates,
are contributing factors for the disproportional impact
of AIDS on racial/ethnic minority males. Hence, to
better address HIV risk for these populations, programs
must be developmentally and culturally tailored, and
must focus on the multiple facets of risk-taking among
at-risk adolescents.

HIV INTERVENTIONS FOR ADOLESCENTS AND
WOMEN: REVIEW OF THE LITERATURE

A review of the published literature on evaluations of
HIV prevention programs demonstrates that effective
programs for women and youth have utilized cogni-
tive-behavioral theories and strategies.62–70 Specifically,
effective HIV prevention programs for women and
youth offer safer sex education and behavioral skills
training. Effective programs for ethnic minority women
were primarily community-based multisession programs
for all-female groups.65 Identified effective programs
for adolescents also tended to be multisession pro-
grams; however, the majority of these were school-
based and mixed-gender,65 although some were com-
munity-based as well. While these identified effective
programs have been modestly effective in producing
behavioral change for women and adolescents, the
vast majority do not address contextual issues related
to sexual risk-taking.65 Data on risk factors suggest that
addressing contextual factors such as violence against
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women, the family environment, and related risk-tak-
ing behaviors including substance use, might enhance
the effectiveness of prevention programs.

Recently, more HIV prevention programs have ad-
dressed related substance use/abuse issues, and vice
versa. Needle exchange programs, in particular, have
been well researched to determine if they are able to
reduce HIV seroconversion rates. Studies have found
that needle exchange programs can cost-effectively
reduce seroconversion rates in communities without
increasing injection drug use.71–73 They also provide
an entry into drug treatment.73,74 A recent review of
HIV risk-reduction outreach programs for injection
drug users found that such programs reduced needle-
related HIV risk (reduced use of unclean needles and
injection equipment, increased needle cleaning, and
reduced needle sharing) and reduced injection drug
and crack use.74 The review also found that these pro-
grams increased the use of safer sex practices includ-
ing use of condoms, but that overall sexual risk re-
mained high among the study samples.

A number of studies of HIV prevention programs for
substance users have demonstrated little or no change
in sexual risk behaviors but a decline in drug-related
HIV risk behavior. A study with pregnant injection drug
users on methadone maintenance found that a
multisession cognitive skill-building program yielded a
reduction in use of unclean needles but no effect on
sexual behavior.75 A 21-day inpatient detoxification pro-
gram reduced relapse rates among program partici-
pants, but, again, no effect was seen on HIV-risk sexual
behaviors.76 Nyamathi et al.’s study of an integrated
HIV and substance abuse intervention with homeless
and drug-addicted women in treatment settings and
homeless shelters also showed reductions in substance
use but not in sexual risk-taking.77 Studies with out-of-
treatment injection and non-injection drug users have
elicited similar negative findings.78–80

Nonetheless, some studies of HIV prevention pro-
grams for substance users have demonstrated success
in reducing sexual risk; much of this research has
been conducted with women. Eldridge et al.’s study of
women entering inpatient drug treatment showed that
although both education-only and behavioral skill-
building groups resulted in reduction in drug use,
only the members of the safer sex behavioral skill-
building group reported an increase in condom use
following program involvement.81 Other studies with
crack-injecting women also showed that programs that
included behavioral skill-building and addressed both
substance use/abuse and HIV risk resulted in reduc-
tions in both drug use and HIV-risk behaviors.82,83 Stud-
ies with incarcerated women also demonstrated some

risk reduction. Vigilante at al.’s intervention designed
to reduce recidivism in incarcerated women via a dis-
charge plan and support from a physician and social
worker resulted in lower recidivism.84 The authors sug-
gest that lower recidivism may be indicative of lower
risk, as sex trade and drug use are primary reasons
women in the study had been imprisoned. El-Bassel et
al.’s study assessing the effectiveness of HIV skill train-
ing and social support with imprisoned drug-abusing
women also demonstrated an increase in safer sex
practices among program participants; drug use was
not measured.85

In contrast to large numbers of integrated substance
use and HIV prevention programs for adults, little
work has been conducted to address this need in ado-
lescents. This may be attributable to the fact that sub-
stance abuse treatment programs and needle exchange
programs are the primary sites in which integrated
prevention efforts are housed, and substance abuse
programs tailored to adolescents are less common than
those for adults. Only one report on an integrated
program for adolescents was identified in the litera-
ture. St. Lawrence et al. assessed the effectiveness of a
behavioral skills program in reducing sexual risk-tak-
ing among adolescents in drug treatment.86 Program
participants reported reduced rates of engaging in
unwanted sex, sex trade, sex while using substances,
and sex with a risky partner by program completion.
However, this study had no comparison group, and its
findings may be attributable to the drug treatment
program rather than to the skill-building program.

This review of the literature suggests that educa-
tional and behavioral skills programs that address both
substance use and HIV prevention may result in be-
havioral change related to both substance abuse and
HIV risk. However, as the studies cited report on six-
month follow-ups at maximum, we do not yet know if
maintained behavioral change is a consequence of
these programs. Additionally, these programs have
been limited primarily to institutional settings (e.g.,
prisons, shelters, treatment facilities), limiting the
generalizability of their findings to community-based
settings such as public housing, churches, or commu-
nity-based organization Further, culturally tailored
community-based approaches have been sadly lacking
despite the fact that these approaches are viewed as a
hallmark of effective HIV prevention.87,88

THE CSAP INITIATIVE

The CSAP Initiative is the first major federal effort to
develop community-based, integrated HIV and sub-
stance abuse prevention approaches targeting racial/
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ethnic populations that have been disproportionately
impacted by HIV/AIDS. Recipients of Minority AIDS
Initiative funding under the CSAP Initiative are orga-
nizations that provide HIV/AIDS services to racial and
ethnic minorities: community-based service providers,
research institutions, minority-serving college and uni-
versities, health care organizations, state and local
health departments, and correctional institutions.

As outlined in the SAMHSA Guidance for Applica-
tions (GFA) 99-03, Cooperative Agreements with
funded organizations have three purposes: (a) To in-
crease the capacity of racial/ethnic minority commu-
nities to meet the needs related to the prevention of
substance abuse and HIV/AIDS; (b) To assist commu-
nity services to document and assess the effectiveness
and efficiency of the interventions implemented; and
(c) To facilitate the dissemination of results from these
target population–appropriate interventions to im-
prove provider practice.89

The GFA also described two core goals of the pro-
gram: (a) To increase the prevention capacity of com-
munities, “especially with respect to provision of sub-
stance abuse and HIV/AIDS prevention services that
are age- and language-appropriate, culturally adapted,
as well as appropriate according to gender and sexual
orientation for African American, Hispanic/Latino,
other racial/ethnic minority youth, and minority
women and their children”; (b) To “promote the se-
lection, adoption/adaptation, implementation, and
evaluation of the effectiveness of integrated substance
abuse and HIV/AIDS prevention interventions that
are age and language appropriate, culturally adapted,
and gender- and sexual orientation-specific.”

Description of funded community interventions
The Table shows the 47 agencies funded under the
CSAP Initiative. These agencies are all community or-
ganizations, or collaborations in which community
organizations deliver the prevention services. Of these
funded agencies, 54% serve predominately African-
American communities, 6% Latino communities, 38%
mixed minority communities, and 2% Native Ameri-
can communities. More than half of the agencies (57%)
target minority adolescents. Approximately 25% serve
women only, and another 16% serve families, while
9% serve diverse populations. Intervention strategies
used by the agencies include family strengthening,
street outreach, and peer education models, with two-
thirds of the agencies using a combination of these
strategies as their approach. The programs are deliv-
ered from a diverse set of venues including schools,
churches, substance abuse treatment centers, health
agencies, and community agencies.

Given the scarcity of science-based interventions
that combine HIV/AIDS and substance abuse preven-
tion strategies,1,90,91 programs funded under the CSAP
Initiative have typically pulled together core compo-
nents of empirically validated substance abuse preven-
tion and HIV/AIDS prevention interventions to de-
velop their approaches. A few programs have adapted
one of the few science-based programs that were
specifically designed for minority communities to fit
the cultural and community contexts of their partici-
pants.92

However, while the programs may vary in strategies,
they target many of the same risk factors in their pre-
vention curricula. For youth programs, the emphases
are (a) respect for self and peers, (b) knowledge of
HIV transmission routes, (c) improved communica-
tion with family or other trusted adults, (d) decision-
making skills, (e) negotiation skills for refusing drugs,
abstaining from sexual activity, or using condoms if
sexually active. For adults, the program curricula ad-
dress the following, depending on the needs of their
target populations: (a) parenting skills, (b) improved
communication with partners and children, including
conflict management, (c) safer sex negotiation, (d)
drug-related harm reduction strategies, (e) knowledge
of HIV transmission routes, and (f) improved parenting
skills around educating their own children about sex,
HIV risk reduction, and resistance to substance use.

The science-based strategies that form the basis of
the interventions delivered by the grantees are quite
diverse. As such, they reflect the different audiences
targeted by the CSAP Initiative as well as the multiple
contexts in which HIV/AIDS and substance abuse risk
factors are embedded. The science-based strategies
from which the core components of these interven-
tions were drawn included strategies specifically de-
signed for youth of color such as Be Proud, Be Re-
sponsible93 and Be a Responsible Teen,94 school
strategies such as Life Skills,95 Families and Schools
Together,96 and Dare to Be You,97 and family-centered
approaches such as family strengthening.98 Commu-
nity outreach strategies similar to the Indigenous
Leader99 are also used by some of the programs funded
by the CSAP Initiative. Programs that target lesbian,
gay, bisexual, and transsexual populations are also us-
ing the Popular Opinion Leader approach.100

Evaluation of effectiveness
The CSAP Initiative included a federal mandate to
conduct evaluations of individual programs as well as
a cross-site evaluation. The program coordinating cen-
ter, JSI Research & Training Institute in Boston, worked
with the 47 organizations and CSAP to arrive at a
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consensus cross-site evaluation design and provide each
program grantee with programmatic as well as evalua-
tion-related technical assistance. All agencies are re-
quired to gather standardized information from par-
ticipants in the intervention and from a comparison
sample at the beginning of the intervention, at three
months following pretest, and at nine months follow-
ing pretest. Three versions of the cross-site evaluation
surveys were created—one appropriate for adults, one
for adolescents, and one for children. Each of these
versions was translated into Spanish.

The purpose of the survey is to document the im-
pact of the interventions in changing behaviors and
attitudes related to substance abuse and HIV-risk be-
haviors. The survey also collects contextual informa-
tion related to peers, school, family functioning, power
within the primary partner relationship (adults only),
migration, and acculturation. Specific behavioral out-
comes measured by the survey include: substance use,
number of sexual partners, types of sexual activity, and
use of condoms. Specific cognitive outcomes measured
include: perceptions of harm related to substance use
or sexual behaviors, intention to use drugs or engage
in sexual activity, attitudes about condoms, and con-
dom self-efficacy. Improvement in knowledge about
HIV transmission routes is also measured.

The survey also includes these specific contextual
measures: quality of family/partner communication,
history of sexual abuse and domestic violence (adults
only), peer norms about drugs and sexual behavior
(children and adolescents), school functioning (chil-
dren and adolescents), attachment to neighborhood,
and perceptions of neighborhood safety.

The cross-site evaluation survey was developed
through a participatory process that included a re-
quest for topic suggestions and a review of drafts by all
funded agencies, and identification and modification
of survey questions by representatives of the children’s
programs and women’s programs. The questionnaires
were then pretested at several of the agencies using
early program participants. In addition, expert con-
sultants reviewed the questionnaires for issues related
to cultural appropriateness, gay/lesbian perspectives,
and age appropriateness. The questionnaires take on
average 30 minutes to self-administer.

In addition to the standardized cross-site evaluation
instrument, additional information about process out-
comes and programmatic descriptions are collected
through quarterly reports and site visits. Programs are
also conducting their own local evaluations that are
oriented to documenting the particular strengths and
accomplishments of each of the agencies’ efforts. The
goals of the analysis of the cross-site data will be to

identify which types of interventions, with which types
of populations, under which types of circumstances/
contexts, are most effective in producing particular
outcomes.

CONCLUSION AND IMPLICATIONS

The Minority AIDS Initiative is bringing public atten-
tion to racial/ethnic disparities in the impact of HIV/
AIDS. This mechanism, championed by the Black and
Hispanic Congressional Caucuses, enables federal agen-
cies to fund targeted prevention programs led by com-
munity agencies that can provide culturally and linguis-
tically appropriate services in affected communities.101

The CSAP Initiative, funded through the Minority AIDS
Initiative, enables community organizations that are most
familiar with affected populations to build capacity to
provide HIV/AIDS prevention services. This targeted
initiative is necessary because broader-based efforts have
not resulted in adequate distribution of resources to
these communities. The CSAP Initiative also includes
an important evaluation component that will result in
possibly the largest database to date on factors that
affect HIV risk among African American, Latino, and
other racial/ethnic minority groups.

Yet, while the current CSAP Initiative represents a
critical step in building capacity for community HIV
prevention, it alone will not be sufficient to stem the
HIV/AIDS epidemic in racial/ethnic minority com-
munities. Such an effort will need to be sustained and
further developed over time based on established pre-
vention principles. Further, prevention of HIV/AIDS
in these communities will need to be accompanied by
(a) increased access to drug abuse treatment and
(b) improvement of the drug treatment system through
support for evidence-based approaches to drug treat-
ment.102

Similarly, the effort to enhance our scientific un-
derstanding of effective HIV prevention approaches
with racial/ethnic minority populations must also be
maintained and enhanced beyond the current CSAP
Initiative. There is an urgent need for scientific data
to inform the development and implementation of
prevention approaches that are effective in reducing
the HIV/AIDS epidemic in racial/ethnic minority com-
munities. Insufficient attention has been given to un-
derstanding HIV prevention among African Ameri-
can, Latino and other racial/ethnic minority women
and youth. While substance abuse is known to be closely
related to the disproportionate impact of HIV in ra-
cial/ethnic minority communities, few programs have
been evaluated that address both substance use and
HIV risk for women or adolescents. Most intervention



444 � Practice Articles

Public Health Reports / September–October 2001 / Volume 116

studies that address the relationship of drug use and
HIV have focused on injection drug use and have not
demonstrated significant sexual risk reduction as a
consequence of program participation. Yet the pri-
mary source of HIV infection for most women and
adolescents is via sexual contact and drugs other than
injection drugs (e.g., crack cocaine). We found few
prevention efforts that could document success in re-
ducing sexual and drug-use risk in these populations.
The focus of the current CSAP Initiative on preven-
tion approaches that integrate reducing risk for both
HIV and substance abuse is greatly needed and likely
to contribute important lessons on both effective and
ineffective strategies for integration of services.

Data collected through the CSAP Initiative will help
to fill this knowledge gap. The diverse community
organizations and clients participating in the data col-
lection effort make this an unparalleled opportunity
to learn about risk and protective factors, including
contextual factors, that are critical to the prevention
of HIV/AIDS in African American, Latino, and other
racial/ethnic minority communities but that are often
not investigated. The study makes a paradigm shift
from the person-centered approaches of most HIV
prevention efforts to also searching for an understand-
ing of the contextual explanations of risk. For ex-
ample, the study collects information on country of
birth and acculturation, which will help to account for
the heterogeneity in risk behaviors and HIV rates
among Latinos and blacks. Other contextual factors
that are relevant to the life experiences of participants
include religiosity, perceptions and experiences of dis-
crimination, power balances in relationships, percep-
tions of community safety, and gender roles. Addition-
ally, the quasi-experimental research design, which
includes assessment of intervention and comparison
program participants at three points in time, will allow
comparisons to be made between those who received
the interventions and those who did not, in terms of
the risk behaviors known to be associated with HIV
infection. Additionally, this evaluation will have the
capacity to describe the types of interventions that
prove most successful and define the characteristics of
participants who benefit most from the tested programs.

The collaborative CSAP Initiative effort brings to-
gether policy, research, and practice such that findings
from this project have the potential to have far-reach-
ing effects on the HIV prevention field as a whole. A
number of the interventions being implemented in
the Initiative have been developed and studied previ-
ously in highly controlled research settings. In their
current application, funded agencies are adapting them
to be appropriate for the populations served. These

programs are being implemented with all the real life
limitations that community agencies face. The local
evaluations of the funded programs will yield impor-
tant stories and descriptive analyses of the processes of
adaptation and implementation and the impact of
these programs. These stories based on local experi-
ences will not only provide useful guides for other
agencies that want to engage in integrated substance
abuse and HIV intervention; they will also provide
important information for researchers and policy mak-
ers on the culture- and context-specific realities of
engaging in HIV prevention in racial/ethnic minority
communities. However, the complex scientific ques-
tions that need to be investigated will not be answered
by any one single effort. Thus, to be truly useful, the
CSAP Initiative will need to become a long-term com-
mitment to building both community prevention ca-
pacity and a body of research that can inform the
broader application of evidence-based and culturally
appropriate HIV prevention public health practice.
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